Objectives -The goal was to describe the use of the medical emergency department as a source of non-urgent medical care in order to assess unmet health care needs among its users. The specific objectives were thus to assess the proportion of emergency department visits for nonurgent medical care and to describe those who used the department for this reason. Design -A cross sectional study was performed at the emergency department in two hospitals (around 12 000 visits per year each). Subjects were interviewed before and after the visit using a standardised questionnaire. Although an increasing number of visits to hospital emergency departments has been described in France,' 2 a decreasing proportion of these visits results in a hospital admission.'
Subjects -Each patient aged 15 and more attending the emergency department for a visit during 40 randomly selected periods of 12 hours was included. Main outcome measures -A definition of urgent care was adopted before the beginning of the study. Four expert judgments were then used for each case to determine whether the reason for the visit was urgent or not.
Results -Altogether 594 patients in the Paris emergency department and 614 in the Besancon one were included. In Besancon, the patients were older, a general practitioner was more often cited as the regular source of care, and the percentage of subsequent hospital admission was higher than in Paris (71% versus 34%).
The non-urgent visits were estimated to account for 35% and 29% of the visits in Paris and Besano;on respectively. Patients using the emergency department for a non-urgent visit were younger than other patients. More of them were unemployed, homeless, born outside of France, and without health insurance. Conclusions -Non-urgent use of the emergency department was observed in about one third of the visits. Groups using the department for primary care andior non-urgent care were mostly young and sociafly fragile, with no regular source of health care. Their poor health condition suggests that there is a need for a structure providing primary care both inside and outside 'normal' working hours. (7 Epidemiol Community Health 1996; 50:456-462) Although an increasing number of visits to hospital emergency departments has been described in France,' 2 a decreasing proportion of these visits results in a hospital admission.'
The use of the emergency department as a source of primary care for many patients has been suspected as a cause of this finding.2 In France, the proportion of non-urgent visits has been estimated to be between 28 and 76% in a paediatric emergency department,3 4 but we have no data available for adults. In Europe, values around 40% have been reported. 5 6 In the USA, this proportion was found to be variable, some values were, however, very high, ranging from 5 to 82%.7 Although this phenomenon has been suggested in France, it has not been quantified,2 and the characteristics of the population who use the emergency department for non-urgent care have not been described.
In the context of increasing social difficulties and health inequalities in France,8 we believed that the emergency department might be used for primary health care by some groups of the population characterised by poor social status as well as poor health status. If this were true, these health needs would need to be taken into account, since given the organisation, the training of the staff, and the usual overcrowding of the emergency department in a French hospital, quality care could not be delivered to these particular patients. In The following definition of urgent care was adopted before the beginning of the study. A visit was considered as urgent if one of the following conditions was present: immediate care was necessary within four hours in order to avoid severe consequences for the patient (extreme emergency); his (her) health condition required care within 24 hours or the technical equipment of the hospital had to be used for diagnosis or therapeutic purposes (emergency); although the vital or functional prognosis was not threatened within 24 hours, the patient was worried by the appearance or the recent worsening of symptoms (subjective emergency).
Conversely, a visit was considered as nonurgent if the symptoms were not recent, or recent and minor, without any feeling of emergency on the part of the patient. The experts agreed on being more specific than sensitive to the non-urgent cases. It was thus decided that when investigations occurred during the visits, ambiguous cases would be considered as urgent.
Each case was coded independently by four observers, the doctor and the nurse on duty as well as by two seniors specialists in emergency medicine, using the information from the patient's record.
In the absence of a clear cut definition of a non-urgent case and in order to obtain the best estimate from the four experts, we used a method proposed by Hui and Walter.'4 This method allows the estimation of the prevalence of a dichotomic problem and the sensitivity and specificity of several observers where no gold standard can be used. This method does not preclude hypothesis on parameters. The estimation of the parameters is based on the maximisation of the likelihood. Where the prevalence of the phenomenon is high, which it was in our case, the method has been shown to be valid."5 In our study, the following parameters were to be estimated: the prevalence of non-urgent cases, the sensitivity and specificity of the two senior experts, and the sensitivity and specifity of the doctor and the nurse on duty. The stability of the results was estimated through a procedure using all combinations of three out of four observers and comparing the estimations obtained.
STATISTICAL METHODS
Qualitative variables were compared using the X2 test and quantitative variables using the Student's t test. The logistic regression analysis was performed with the SAS statistical package.'3 The criteria for inclusion of variables in the multivariate analysis were a p value < 0.25 Since the tendencies were concordant in the two cities and no interaction was observed between any variable and the hospital, the results of the two cities were pooled for the multivariate analysis. Two successive analyses were performed. In the first model, the only variables included were demographic and social (age, sex, birthplace, housing conditions, occupational activity, educational level, matrimonial status, social support, and study period), in order to describe which of these characteristics were predictive of non-urgent care. Young age, homelessness (OR: 3.41; 95% CI 1.92, 6.05), precarious housing (OR: 1.49; 95% CI 1.000, 2.22), or birthplace outside France (OR: 1.77; 95% CI 1.27, 2.47) were associated with non-urgent care.
In the second model, variables describing the usual health care utilisation (health insurance, usual source of health care, reference to the emergency department, number of previous visits at the emergency department, a stated chronic disease, the prevention tracers (tetanus immunisation), alcohol, and tobacco consumption) were added in order to assess which aspects of them were related to the utilisation of the emergency department as a source of non-urgent care. The lack of a GP, birthplace outside of France , and being self referred at the emergency department, were positively associated with non-urgent care, whereas a chronic disease was negatively associated (table 4) . Discussion Despite major differences between the two hospitals and their patients, about one third of the visits at these two emergency departments were found to be non-urgent. The population of patients for whom the visit was classified as non-urgent was socially deprived, these people had no usual source of care, and their level of risk factors was high.
This result was observed despite major differences between the two emergency department settings. These differences concerned the following: (1) the population attending the emergency department -in Paris, the patients were younger and more of them were homeless and born outside of France; (2) the primary health care system surrounding the hospitalin Besangon, the GP was often the person who referred the patient and many more people stated they had a GP; and (3) the hosptial admission rate -the admission rate was twice as high in Besan9on as in Paris. Despite these differences, the proportion of non-urgent visits was only slightly lower in Besangon. A surprisingly high proportion of non-urgent visits was followed by hospital admission in Besanqon.
These results suggest the need to assess the appropriateness of hospital admissions from the emergency department. '6 The percentage of non-urgent visits should be interpreted with caution. In fact, to define a visit as urgent or non-urgent is extremely difficult. Several approaches have been proposed in the literature. Some studies have restricted the definition of 'emergency' to a medical one, assessing the emergency in relation to the period of time within which care should be given.' ' The result of this approach is to neglect subjective emergencies. Similarly, a list of symptoms'8 would be far too long if it were to include subjective emergencies. None of these methods was considered appropriate to our goal. Some criteria were thus drawn up before beginning the study to define nonurgent visits. The true value of the prevalence was then estimated according to the opinion of four experts, using the same set of criteria. The estimate was found to be fairly stable when one expert after another was removed from the panel.
Estimates of the prevalence of non-urgent visits agree with observations from other European hospitals. In France, similar results (28%) have been published for a paediatric emergency department.3 In Sweden, 39% of the visits were found to be non-urgent.6 In London, according to an assessment performed by a nurse, 41 % of the visits were related to primary health care.5 In the USA, the percentages were usually higher, from 68% in a poor neighborhood in Los Angeles '9 to 87% in a study from San Francisco. ' The lack of a general practitioner, who is supposed to provide primary care in France, was found to be a major risk factor for non-urgent visits. Similarly, being self referred to the emergency department was a risk factor for non-urgent visits. These observations emphasise the position of the emergency department as a primary care structure when other ambulatory structures are not available or not used. The pathways to the hospital, in the case of medical emergency, have been developed in France through a network of mobile intensive care units. The same evaluation and efforts could now be devoted to the relationship between the ambulatory primary health care and the emergency department.
The assessment of health status in our study is insufficient to describe precisely the health of the patients. Given the difficulties of interviewing people in the waiting room of an emergency department and of interpreting a quality of life instrument at a moment when people are waiting for care, the only direct information recorded was the reason for attending and the diagnosis of the doctor on duty. The range of the problems involved was not very different from that found in a general population. 25 There is, however, indirect evidence suggesting that the health of those who use the emergency department for non-urgent visits is poor. In a longitudinal study in Sweden, the health status of these heavy users of care was shown to be low, as witnessed by a high mortality rate.26 Further evidence can be gained from the hypertension awareness in our study. Despite a similar mean blood pressure level in both groups, none of those using the emergency department for primary health care purposes as opposed to 16% of the other patients was aware of having hypertension, suggesting that some hypertension was undetected in the former. It has been shown that these patients, who were characterised in our study by a lack of general practitioner, are at high risk for severe uncontrolled hypertension.27. In addition, as in our study, high alcohol and cigarette consumption were additional risk factors for severe uncontrolled hypertension as well as for cardiovascular diseases.
The status with regard to prevention was low among regular users of the emergency department and among patients visiting for nonurgent care. This was assessed by the low percentages of tetanus immunisation and of patients who stated that they never looked at any health programmes on television or were unaware of their cholesterol levels.
Taken together, the lack of usual sources of care and the need for prevention among these patients describe a situation in which patients need some continuity of care. They use a health structure that is, by definition, organised to provide acute care on a short term basis. For them, the visit to the emergency department has been called a missed opportunity, since the contact is usually limited to the acute symptoms or health problems.28 However, this visit might indeed be used for improving prevention and trying to organise continuity of care for these people.29 '3 Some authors, however, have emphasised the difficulty in taking advantage of this opportunity, since regular users of the emergency department have characteristics which predict a low compliance with health programmes.30. The results of such an approach for an underserved population29 have thus to be assessed.28 CONCLUSION Around one third of the visits to two emergency department were found to be nonurgent. This phenomenon has been observed in several countries, despite different health care systems. From a public health point of view, these patients should not be considered as 'inappropriate' or 'abusers'of the acute care system. Their health needs have been shown to be serious and they need continuity of care, a task for which the emergency department is not organised nowadays. The lack of primary health care utilisation before or instead of the emergency department has been repeatedly observed. These results suggest that we should evaluate precisely how the primary health care system might be used more by the groups described as non-urgent at the emergency department. The results of increased accessibility of primary health care, particularly in terms of opening hours as well as financially, should be assessed. Alternatively, the availability of primary health care at the emergency department, providing continuity of care outside of working hours, might be evaluated.
